adults >18 years with acute influenza confirmed by either a bedside rapid antigen test (RAT) or a documented hospital laboratory test (direct fluorescence antibody or polymerase chain reaction). Primary screening occurred in the Emergency Department but hospitalized inpatients with a positive flu test were also screened. Patients were excluded if they had concomitant or recent (within 30 days) statin medication use, were pregnant or actively breastfeeding, had cirrhosis or acute liver dysfunction with alanine and aspartate aminotransferase (ALT/ AST) > 240 international units/L, creatinine phosphokinase (CPK) 3x above the upper limit of normal, had an allergy or previous intolerance to statin medications, were unable to tolerate oral or nasogastric medications, had a do not resuscitate or comfort measures only designation, were a member of a protected population, or were otherwise unable to provide written informed consent. Patients were further excluded if they were taking any medications contraindicated with concomitant atorvastatin administration, including cyclosporine, HIV protease inhibitors, gemfibrozil, niacin, azole antifungals, clarithromycin, and colchicine. As this was an exploratory and secondary analysis, we included consecutive influenza subjects who had in excess of four serum samples available for analysis. For comparison to CoQ10 levels in acute influenza patients, control measurements were drawn from a repository of healthy volunteers representing both hospital employees and Emergency Department patients with minor complaints such as mild musculoskeletal injuries (sprains), superficial lacerations, and medication refills. A standardized questionnaire was employed to screen controls regarding basic demographic information and past medical history.
For the exploratory aims in the larger trial, we initially calculated that a sample size of 50 patients in the control and influenza groups would allow us to detect an effect size of 0.5 with 80% power (two-sided alpha 0.1). We reduced the number of control subjects as we had previously measured CoQ10 levels in a similar population of healthy controls and found lower variance than expected and values consistent with previously reported normal ranges. 
| CoQ10 measurements
Serum CoQ10 levels were measured by high-pressure liquid chromatography (HPLC) at the Laboratory of Metabolic and Mitochondrial Diseases at Columbia University Medical Center in New York. This analysis has been previously described in detail. 13 Normal values for CoQ10 as measured by HPLC with the electrochemical detection system (ESA Coulochem II, ESA, Inc, Chelmsford, MA) are 0.8 ± 0.2 µg/mL. Values lower than 0.5 µg/mL are regarded as low.
| Biomarker analysis
Influenza patient plasma samples were analyzed for multiple vascular endothelial and inflammatory markers (VEGF, VCAM-1, IL-2, IL-6, IL-10, and TNF-alpha) using customized Meso Scale Discovery Human Multiplex Panel (Rockville, MD, USA) at Beth Israel Deaconess Medical
Center. All samples were measured in duplicate with the inter-assay coefficients of variability ranging from 2.2 to 5.8%. VCAM-1 is reported in log-transformed μg/mL and the rest of the markers in log-transformed pg/mL. 
| Statistical analysis

| RE SULTS
We analyzed CoQ10 levels from the first 50 subjects enrolled in the original trial with available samples (Figure 1 ). The median age was 40 (IQR 27-54) years, 48% were female, and 34% were Black/African
American. Forty-two percent had no preexisting medical history. We compared CoQ10 levels to 29 healthy controls with a median age of 26 (IQR 24-35) years. Additional influenza patient and control subject characteristics are described in Table 1 .
Overall, influenza patients had significantly lower levels of CoQ10 Completed to analysis (n = 64) detailed in Figure 3 . When we restricted this analysis to the subset of 24 patients who had low (<0.5 µg/mL) CoQ10 levels, we did not find any significant correlations with inflammatory biomarkers.
| D ISCUSS I ON
In the present investigation, we hypothesized that CoQ10 levels would be decreased in the setting of acute influenza infection and we found that nearly 50% of our influenza study subjects had low CoQ10 levels at time of study enrollment compared to only 7% of healthy controls.
We further found that CoQ10 levels in our influenza subjects were inversely correlated with certain inflammatory markers, but not others.
We are only aware of one prior study on CoQ10 levels in influenza infection in a pediatric population which demonstrated that CoQ10 levels were significantly lower in children infected with pandemic H1N1 influenza compared to both controls and to those infected with seasonal influenza. However, the authors did not find any significant difference between CoQ10 levels in patients with seasonal influenza and controls.
In fact, CoQ10 levels in patients with seasonal influenza were actually higher than in controls in their population. 15 The reasons for the disparate findings between control subjects and those infected with seasonal influenza between this study and our investigation remain unclear but may be related to the age difference between the populations studied (pediatric vs adult) and the potential differences in response to oxidative stress with age. The authors of the pediatric study also looked at total antioxidant capacity and found that it was decreased in both pandemic and seasonal influenza compared to controls. While we did not specifically evaluate total antioxidant capacity in our investigation, we do know that influenza infection causes excessive accumulation of reactive oxygen species which promote the inflammatory response via signaling pathways, ultimately leading to cell injury and contributing to overall influenza-induced pathogenesis. 16, 17 Beyond this, Hennet et al. 18 found that key cellular antioxidants which would help to neutralize reactive oxygen species were depleted early in influenza infection; in a mouse model, they observed a reduction in the total concentrations of the hepatic antioxidants glutathione and vitamins C and E. The combined effect of influenza-induced oxidative stress and depleted antioxidant concentrations has lead several investigations to study antioxidants as potential therapeutic strategies against influenza pathogenesis with encouraging findings. [19] [20] [21] Whether or not CoQ10 is such an adjuvant therapy has yet to be determined but the current study is the first, to our knowledge, to suggest that CoQ10 might be similarly affected in acute influenza infection.
We also know that a dysregulated inflammatory response elicited by the influenza virus, the so-called "cytokine storm," contributes significantly to the infection-associated morbidity and mortality. [22] [23] [24] Specifically, the inflammatory cytokines IL-6 and TNF-alpha have been PBMC incubated with varying doses of CoQ10 for 24 hours. 34 In patients with septic shock, Donnino et al. 13 also found a significant association between CoQ10 and IL-2 and TNF-alpha.
In this study, we also found a weak positive correlation between VEGF and CoQ10. VEGF is known to induce vascular permeability, and prior studies have demonstrated that VEGF is elevated and correlated to severe disease, shock, and mortality in patients with sepsis. [35] [36] [37] We are only aware of two animal studies of VEGF in influenza. In one, the authors attempted to ameliorate the vascular hyperpermeability in lung tissue resulting from cytokine response to influenza infection by administering a soluble ligand that acts as an inhibitor of VEGF-induced vascular permeability. 38 They found both reduced lung hyperpermeability and reduced mortality in the treated mice with no effect on either cytokine levels or viral load. In the second, Jang and colleagues studied the brains of mice infected with influenza and found that VEGF was not induced during the initial phase of infection but did rise later in the infectious course. 39 Neither of these animal While IL-6 has been reported to correspond with the magnitude of viral replication and disease severity in influenza infection as referenced above, we did not find a correlation with this specific cytokine in our cohort. Previous investigations from our group have found associations between CoQ10 levels and IL-6 in acute critical illness. Donnino et al., reported a significant relationship between plasma CoQ10 levels and IL-6 in patients with septic shock, and Cocchi et al. found a significant inverse correlation between CoQ10 levels and IL-6 in a post-cardiac arrest cohort. 12, 13 Compared to these prior studies, our findings of no correlation between CoQ10 levels and IL-6 were unexpected and remain largely unexplained. It is possible that the cohort in these previous studies reflected a more severely ill population at the time of the measurements compared to the current study, which may, in part, explain the observed differences. Further understanding of the patterns of injury and host pro-inflammatory responses may reveal potential therapeutic targets in these conditions.
We also did not find any correlation between CoQ10 levels and clinical severity of illness as reported by the patient. This finding is consistent with Coppadoro et al. 11 who found low CoQ10 levels in a heterogeneous population of critically ill patients but found no correlation between these levels and severity of illness scores or mortality.
In the ongoing primary trial, patients with acute influenza are randomized to treatment with either atorvastatin or placebo daily.
Statin medications target 3-hydroxy-3-methylglutaryl coenzyme A reductase (HMG Co-A reductase), which is a key enzyme in cholesterol synthesis and also plays a key role in the biosynthesis of CoQ10. 40 , 41 Our results demonstrate that patients with acute influenza infection have lower circulating CoQ10 levels at the time that they were enrolled in the trial. While the present investigation is exploratory, at the conclusion of the primary trial, we will be able to compare CoQ10 levels between controls and those receiving atorvastatin to assess whether there is any effect on CoQ10 levels during the brief treatment window, thereby providing additional data on this topic. However, Donnino et al. 13 evaluated the CoQ10 levels of 14 septic shock patients treated with simvastatin therapy or placebo did not find a significant change in mean CoQ10 levels between the treatment and control groups after 72 hours of therapy.
This study was an exploratory analysis of a larger trial. As such, it is not without limitations. Most significantly, our control and influenza subjects had differences in age, sex, race, and comorbid conditions. We cannot therefore draw any definite conclusions about the effect of acute influenza infection on CoQ10 levels. Our internal controls are in keeping with published normal ranges of CoQ10, and we do find the proportion of patients with low CoQ10 in our influenza cohort, particularly among those with no reported comorbid conditions, relative to controls intriguing and worthy of further study.
In conclusion, in this study, we found that patients with acute influenza had significantly lower CoQ10 levels than healthy controls at time of enrollment. CoQ10 levels in influenza patients also had a sig- 
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